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Microscopic examination shows fatty infiltration, absence of crossstriation, and irregular clefts with granular debris with signs of regeneration in various parts.
Since his admission to the hospital his intellect, which was quick, has become very acute. His general muscular condition has improved. He can sit up unaided by pressure of hands on the floor. Writing and control over fingers and hands are much steadier and stronger. He cannot stand on his feet, but the movements of the legs are stronger than on admission.
Primary Hyperplastic Tuberculosis of the Stomach and Duodenum.
By W. GIFFORD NASH, F.R.C.S. TUBERCULOUS ulceration of the stomach is rare and appears only to have been recognized in recent years, as the older books dealing with diseases of the stomach and tuberculous disease do not refer to it.
Tuberculosis of the duodenum is almost unknown. Hyperplastic tuberculosis of the pylorus can scarcely be said to have been described. Fenwick, in his exhaustive work on " Ulcer of the Stomach and Duodenum," does not refer to tuberculous ulceration. C. F. Martin' does not mention it. Maylard2 says: "For what knowledge we do possess regarding tuberculosis of the stomach we are indebted rather to'the teaching of morbid anatomy than to any specific manifestations which are presented during life." Robson and Moynihan8 say that primary tuberculous ulceration of the stomach is exceedingly rare. Mayo Robson, in 1895, operated on a tuberculous girl who had a dilated stomach and a thickened pylorus.4 There were ascites, tuberculous nodules on the stomach and omentum, and enlarged mesenteric a. F. Martin (in Osler and McCrae's " System of Medicine," 1908), article on " Diseases of the^Stomach," v, p. 175. glands. Pyloroplasty was performed, but the patient died during the second week after the operation. Mr. Mayo Robson has informed me that this is the only case he has,seen of hyperplastic tuberculosis of the stomach, and Mr. Bland-Sutton and Mr. Moynihan, in response to inquiries, say that they have never met with a case. The fact that these three surgeons, performing numerous abdominal operations, have only seen one such case shows the extreme rarity of the condition. Maylard, in his recent work on "Abdominal Tuberculosis," discusses tuberculosis of the stomach and refers to various papers on the subject. In every instance the affection was secondary to disease elsewhere, and in only one case (Mayo Robson's) was the disease of a hyperplastic nature, if we except three doubtful cases reported by Patella, in which the author thought pyloric stenosis was due to the slow sclerosis dependent on tuberculous intoxication. In addition to the cases recorded by Maylard, there is one reported by Beadles.' It wag the case of a woman, aged 58, who had suffered from gastric pain and vomiting for six months before death. She was the subject of pulmonary tuberculosis. Necropsy revealed considerable dilatation of the stomach, with extensive ulceration and thickening of the pylorus. It is probable that primary hyperplastic tuberculosis of the stomach and duodenum, involving chiefly the pylorus, has in the past been diagnosed as malignant disease, and in the absence of an operation or necropsy it is difficult to see how a correit conclusion can be arrived at. Hyperplastic tuberculosis of the intestines for a long while was mistaken for a malignant process, and many cases of excision of tumours of the cecum, which recovered and remained well, were no doubt examples of this disease. In my first case 2 more than one pathologist gave his opinion that the tumour was malignant. Now that this condition affecting the cecum and sigmoid has been so well described and has been so frequently recognized, it is probable that more examples will occur of the same process affecting other parts of the alimentary canal.
NOTES OF CASE.
A married woman, aged 33, was admitted to the Bedford County Hospital on October 12, 1908, complaining of loss of flesh, frequent vomiting, and a lump in the abdomen.
'Brit. Med. Journ., 1892 , ii, p. 735. 2 Lancet, 1907 History: She was the mother of four children, the youngest of whom was two years old. During her last pregnancy she was frequently sick and after the birth of the child suffered much from indigestion. During the six months previous to admission she got much worse and vomited after meals, especially in the evening. Pain came on a quarter of an hour after taking food and was relieved by vomiting. She never vomited blood. The catamenia did not reappear after the birth of the last child.
On examination, the patient was a very emaciated woman. Inspection of the abdomen showed a very dilated stomach extending downwards to about 3 in. below the umbilicus. Peristalsis was very well marked. On palpation a hard, movable, elongated, sausage-shaped tumour could be felt below the right costal margin in the position of the pylorus. The diagnosis was dilated stomach due to a mass in the pylorus of a doubtful nature. The long duration of the symptoms suggested that it was not malignant. There were no signs of disease in the thorax. The patient was too weak at that time to undergo any operation, so she was fed on an easily-digested and nutritious diet, and saline rectal injections were given to supply her with fluid.
Operation: On November 9, 1908, the abdomen was opened above the umbilicus, just to the right of the middle line. There was a very little fluid in the peritoneal cavity. The stomach-wall and omentum were covered with miliary tubercles and the glands in the gastro-colic omentum were enlarged. The tumour was smooth on the surface, very hard in consistence, and occupied the whole circumference of the pyloric end of the stomach. It extended along the posterior wall of the duodenum for about 3 in. It was thought to be unsafe to attempt the removal of the growth owing to the large amount of duodenum involved. A posterior gastro-jejunostomy was performed and the abdomen closed. There was no vomiting after the operation. Water was given by the mouth on the first day, and next day milk was added. Nutrient enemas were given for a week. At the end of a month her fare consisted of three pints of milk and two eggs daily, with such extras as Benger's food, Bovril, bread and butter, fish, and minced meat. On November 26 she weighed 66-lb., and on January 21, 1909, 81 lb.
On January 28, owing to increased ascites, the abdomen was opened below the umbilicus and seven pints of clear, straw-coloured fluid reimoved. The intestines and peritoneum were covered with miliary tubercles and the mass in the stomach was larger than at the first operation. The fluid again collected, and on February 22 the abdomen was opened for the third time and eight pints of fluid removed. On March 23 the abdomen had again filled up and the weight had gone down to 63 lb. The patient became very depressed, and on March 25 her friends insisted on taking her home to die, which she did on April 5, 1909, five months after the operation of gastro-jejunostomy. There was no necropsy.
DISCUSSION.
Dr. F. PARKES WEBER said that with reference to the diagnosis between abdominal malignant tumours and abdominal tuberculous tumours, lie would like to mention a curious case-namely, that of a man who had malignant disease of the extra-hepatic bile-ducts, commencing at the junction of the hepatic ducts. Owing to the proximity of the biliary obstruction to the liver cholecystostomy would have been useless, and Dr. Michels, his surgical colleague, made an opening into the liver itself (" hepatostomy"), so that the bile was drained directly from the intrahepatic dilated ducts outwards. But the man did not do well, although his jaundice disappeared. Gradually he lost flesh, and finally he died. At the post-mortem examination a number of "tumours" were found in the abdomen, which at first sight seemed to be metastatic cancers, but were found by microscopic examination to be tuberculous " tumours," except the growth of the bile-ducts, which proved to be a primary carcinoma without any metastases. He described the case with Dr. Michels in one of the volumes of Transactions of the Royal Medical and Chirurgical Society.'
Dr. ROLLESTON said that probably every one had seen cases of multiple malignant nodules of the peritoneum which to the naked eye were indistinguishable from peritoneal tuberculosis. Mr. Nash had described a most remarkable lesion of the stomach, and it was therefore important to hear if the naked-eye diagnosis of tuberculosis had been established by microscopical examination of tissue removed at the operation.
Dr. W. CAMAC WILKINSON said he also wished to express doubt as to its tuberculous nature. It reminded him of other instances, of which he had seen several, causing obvious gastric symptoms, in which a suspicion of cancer had arisen, and yet not only had he caused a definite reaction with tuberculin, but by continuing tuberculin as a remedial agent he had produced astonishing improvement. Such cases demonstrated the great value of tuberculin. On the other hand he had had one case in a young person in which so-called miliary tubercles were not only present in the abdominal cavity, but also in thousands throughout the lungs, and they proved to be cancerous nodules. I Transactions, 1905, lxxxviii, p. 247. Mr. NASH, in reply, said he could not give any definite microscopical proof that the condition was tuberculous. At the time he had no doubt that the miliary tubercles were tuberculous; they did not look like secondary malignant growths; and the nature of the straw-coloured fluid at the three operations remained the same. There was no tendency to bleed, as would be expected if they were secondary malignant growths. The reason he did not make more careful examination of its nature was that he expected the patient would remain in hospital until the end. But from what she heard, of another case, she took fright, and insisted on going home. A similar case was reported by Mr. Mayo Robson, and his verdict seemed to have been accepted without question, whereas his was queried. As far as one could tell from the naked-eye appearances, his own case was one of tuberculous peritonitis, due secondarily to the growth which originated in the pylorus. By ARTHUR EVANS, M.S.
Excision of the
THE patient, a female, aged 40, was first seen on September 19, 1909. She complained of hoarseness and increasing difficulty in swallowing solids; this had been noticed for about five months. Laryngoscopic examination revealed a large malignant mass filling up the lower part of the pharynx and extending so far forwards that it covered over a large portion of the vocal cords and almost completely hid the left-one could get a glimpse of the left, and it was " fixed"; the right vocal cord moved freely. By laryngoscopic examination it was not possible to state whether the mass of growth was only post-cricoid or whether it extended round the whole circumference of the upper part of the cesophagus. There was no obvious glandular enlargement in the neck. The patient was markedly emaciated.
The malignant nature of the condition was explained to the friends, and the almost impossibility of its removal; it was suggested that she should be allowed to remain unoperated upon, and that when the disease had so far advanced that any trouble was experienced in swallowing liquids gastrostomy should be performed. The risks of an attempt at extirpation were pointed out, and the unenviable condition of the
